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Type II endoleaks occur frequently following endovas-
cular repair (EVAR) of abdominal aortic aneurysm
(AAA) and may result in expansion and rupture of
the AAA.1,2 Conservative management can be advo-
cated if the aneurysm sac shrinks, but treatment is
indicated when the sac enlarges.3 Type II endoleak
can be treated by embolization of the feeding vessels,
however, this is technically challenging and not with-
out complication. We report a patient who developed
foot drop due to sciatic nerve injury following glue
embolization of a type II endoleak.
Case Report
A 77-year-old man with a 5.3 cm AAA was treated
with an AneuRx stent graft (Medtronic, Santa Rosa
CA, U.S.A.). Pre-operative spiral computerised tomo-
graphy (CT) and calibrated angiography demon-
strated patent lumbar arteries at the L4 level. Dual
phase CT at 6 months showed sac shrinkage without
endoleak. CT at 1 year showed a Type II endoleak and
3 mm diameter increase. Coil embolisation was per-
formed via both ileolumbar trunks. The left lumbar
artery was occluded but the right lumbar artery could
not be catheterised and coils were deposited in thePlease address all correspondence to: D. Kessel, Department of
Radiology, St James's University Hospital, Beckett Street, Leeds,
LS9 7TF, U.K.
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for 6 months. Subsequently the Type II endoleak
recurred due to flow through the right-sided coils
(Fig. 1). Informed consent for glue embolisation was
obtained and the risk of nerve injury discussed. A
microcatheter was passed into the ileolumbar trunkFig. 1. CO2 angiogram showing flow through the embolisation coils
(black arrows) up the ileolumbar trunk and via the right sided
lumbar arteries (white arrowheads) and filling the Type II endoleak
(large white arrow).
l rights reserved.
Fig. 2. (a) Image obtained during embolisation showing the glue
tantalum mixture filling the ascending lumbar artery and it's
branches. (b) Completion CO2 angiogram showing occlusion of the
ileolumbar trunk and its branches and exclusion of the endoleak.
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deployed coils. Following multiple test injections of
contrast to assess flow, 1 ml of N-butyl 2-cyanoacrylate
opacified with tantalum powder was injected. Glue
polymerisation was too rapid and glue refluxed into
peripheral branches of the ileolumbar trunk (Fig. 2).
Angiography revealed that the endoleak was sealed.
One week following embolisation the patient pre-
sented with right sided foot drop, neurophysiology
confirmed abnormal conduction in the deep peroneal
nerve, with sparing in the posterior tibial nerve. There
has been limited functional recovery over the sub-
sequent year.
Discussion
Embolisation of Type II lumbar endoleak can be per-
formed by direct puncture and embolisation of the
aneurysm sac2 or coil occlusion of the lumbar arteryvia the ileolumbar trunk. Liquid embolic agents can be
used to block vessels that cannot be directly cathe-
terised, relying on flow to direct the embolic agent to
the target site. However, predicting the time for glue
to polymerise is an imprecise science. In this case
premature polymerisation led to flow diversion
into peripheral branches of the internal iliac artery
supplying the lumbosacral plexus and the sciatic
nerve. Sciatic and femoral nerve damage has been
reported following use of particulate or liquid embolic
agents in the pelvic circulation4 and following EVAR
with internal iliac artery occlusion.5 Sciatic neuro-
pathy is previously unreported following endovascu-
lar treatment of type II endoleak. With increasing
reliance on endovascular techniques to treat lumbar
endoleaks, sciatic nerve damage should be recognised
as a potential complication, especially when liquid
agents are used.
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